HIPAA AUTHORIZATION FOR USE AND DISCLOSURE 


BY SIGNING THIS FORM, YOU PERMIT THE HEALTH CARE PROVIDER(S)/HEALTH PLAN(S) IDENTIFIED 
BELOW TO DISCLOSE YOUR CONFIDENTIAL PERSONAL HEALTH INFORMATION 


1. Patient/INSURED. The patient/insured whose information may be released is: 


NAME Jamie Shupe a/k/a James Clifford Shupe D.O.B. 8/10/1963 
ADDRESS 9680 SW 63rd Loop, Ocala, FL 34481 
PHONE # ACCOUNT OR Po_icy # (if known). 


2. PERSONAL HEALTH INFORMATION, Disclose the following documents or dates of service (be specific) 
All medical bills and records 


OR 

if Provider: if Health Plan: 

O Discharge summary - O Face sheet O My enrollment/application record 

0 H&P/consultation - O Progress notes O My premium payment/billing record 

O ER record - O Operative report O My claims record (claim #: ) 


EL X-rays and other films -O Lab results O My medical recor 
itemized statement - O Billing records 
Entire medical record 


3. SPECIAL LIMITATIONS. Does this Authorization exclude (check all that apply): 


O HIV/AIDS test results (if part of the specified record) 
M Other exclusions (be specific) 


4, DISCLOSING PROVIDER/PLAN. The following provider(s)/plan(s) may disclose the personal health information: 


Provider/Plan Borrego Health/Centro Medico 
Address 6915 Ramon Road, Bldg. A, Cathedral City, CA 92234 Phone. 


5. RECIPIENT. The following persons or organizations are to receive the personal health information: 


Name Robert M. Sullivan/Sullivan Shoemaker P.C., L.L.O. Phone 402-462-0300 
Address 747 N. Burlington Ave., Suite 305, Hastings, NE 68901 


6. Purpose OF DISCLOSURE. The reason | am authorizing release is: 


O My request © Other (describe): 


7. EXPIRATION. This Authorization expires (periods longer than 180 days may not be accepted): 


Date; August 14, 2019 OR Event: 


8. EXPLANATION OF RIGHTS. | understand that: 


> | can revoke this Authorization at any time by giving my written revocation to the Disclosing Provider/Plan. 
My revocation is not effective as to disclosures already made and actions already taken in reliance upon this 
Authorization. 


> The disclosing provider/plan may NOT condition treatment, enrollment in the health plan or eligibility for 
benefits on whether | sign this Authorization. 


> Iam authorizing disclosure of information protected under federal law. This information, once disclosed, may be 
subject to re-disclosure by the recipient and no longer be protected by state or federal law. 


March 14, 2019 
Signature of Patient/Insured or Personal Representative Date 


Representative’s Relationship to Patient/Insured (if applicable) Representative’s Printed Name 


Use of this form does not assure acceptance by provider or health plan. This form is not to be interpreted as the 
standard HIPAA authorization for Nebraska. (See “Explanation and Instructions” on reverse side) 


This model HIPAA authorization form is provided courtesy of the Nebraska Strategic National Implementation Process — a HIPAA 
implementation work group. More information is available at www.nesnip.org. All Rights Reserved 


HIPAA AUTHORIZATION FOR USE AND DISCLOSURE 


BY SIGNING THIS FORM, YOU PERMIT THE HEALTH CARE PROVIDER(S)/HEALTH PLAN(S) IDENTIFIED 
BELOW TO DISCLOSE YOUR CONFIDENTIAL PERSONAL HEALTH INFORMATION 


4. PATIENT/INSURED. The patient/insured whose information may be released is: 


Name Jamie Shupe a/k/a James Clifford Shupe D.O.B. 8/10/1963 
ADDRESS 9680 SW 63rd Loop, Ocala, FL 34481 
PHONE # ACCOUNT OR PoLicy # (if known) 


2. PERSONAL HEALTH INFORMATION. Disclose the following documents or dates of service (be specific) 
All medical bills and records 


OR 

if Provider: If Health Plan: 

O Discharge summary - O Face sheet O My enrollment/application record 

O H&P/consultation - O Progress notes O My premium payment/billing record 

O ER record - O Operative report O My claims record (claim #: _) 
DOD X-rays and other films -O Lab results My medical record 

itemized statement - O Billing records 

Entire medical record 


3. SPECIAL LimiTATIONS. Does this Authorization exclude (check all that apply): 


HIV/AIDS test results (if part of the specified record) 
Other exclusions (be specific) 


4. DISCLOSING PROVIDER/PLAN. The following provider(s)/plan(s) may disclose the personal health information: 


Provider/Plan Behavioral Health Program of Western Maryland Health Systems 
Address 12502 Willowbrook Rd., Suite 380, Cumberland, Maryland 21502-6491 Phone 


5. RECIPIENT. The following persons or organizations are to receive the personal health information: 


Name Robert M. Sullivan/Sullivan Shoemaker P.C., L.L.O. Phone 402-462-0300 
Address 747 N. Burlington Ave., Sulte 305, Hastings, NE 68901 


6. Purpose oF DISCLOSURE. The reason | am authorizing release is: 


O My request O Other (describe): 


7. EXPIRATION. This Authorization expires (periods longer than 180 days may not be accepted): 


Date: August 14, 2019 OR Event: 


8. EXPLANATION OF RIGHTS. | understand that: 


> | can revoke this Authorization at any time by giving my written revocation to the Disclosing Provider/Plan. 
My revocation is not effective as to disclosures already made and actions already taken in reliance upon this 
Authorization. 


> The disclosing provider/plan may NOT condition treatment, enrollment in the health plan or eligibility for 
benefits on whether | sign this Authorization. 


> | am authorizing disclosure of information protected under federal law. This information, once disclosed, may be 
subject to re-disclosure by the recipient and no longer be protected by state or federal law. 


March 14, 2019 
Signature of Patient/Insured or Personal Representative Date 


Representative’s Relationship to Patient/Insured (if applicable) Representative’s Printed Name 


Use of this form does not assure acceptance by provider or health plan. This form is not to be interpreted as the 
standard HIPAA authorization for Nebraska. (See “Explanation and Instructions” on reverse side) 


This model HIPAA authorization form is provided courtesy of the Nebraska Strategic National Implementation Process ~ a HIPAA 
implementation work group, More information is available at www.nesnip.org. All Rights Reserved 


HIPAA AUTHORIZATION FOR USE AND DISCLOSURE 


BY SIGNING THIS FORM, YOU PERMIT THE HEALTH CARE PROVIDER(S)/HEALTH PLAN(S) IDENTIFIED 
BELOW TO DISCLOSE YOUR CONFIDENTIAL PERSONAL HEALTH INFORMATION 


1.  PatieNt/INSURED. The patient/finsured whose information may be released is: 
Name Jamie Shupe a/k/a James Clifford Shupe D.O.B. 8/10/4963 
ADDRESS 9680 SW 63rd Loop, Ocala, Fl. 34481 
PHONE # ACCOUNT OR PoLicy # (if known) 
2. PERSONAL HEALTH INFORMATION. Disclose the following documents or dates of service (be specific) 
All medical bills and records 
OR 
if Provider: if Health Plan: 
O Discharge summary - O Face sheet My enrollment/application record 
O H&P/consultation - O Progress notes O My premium payment/billing record 
O ER record - O Operative report O My claims record (claim #: 
O X-rays and other films -O Lab results O My medical record 
Itemized statement - O Billing records 
Entire medical record 
3. SPeciaAL LimiTATIONS. Does this Authorization exclude (check all that apply): 
OC HIV/AIDS test results (if part of the specified record) 
Other exclusions (be specific) 
4. DISCLOSING PROVIDER/PLAN. The following provider(s)/plan(s) may disclose the personal health information: 
Provider/Plan Metro Family Practice 
Address 17898. Braddock Ave., Ste. 410, Pittsburgh, PA 15218 Phone 
5. RECIPIENT. The following persons or organizations are to receive the personal health information: 
Name Robert M. Sullivan/Sullivan Shoemaker P.C, L.L.0. Phone 402-462-0300 
Address 747 N. Burlington Ave., Suite 305, Hastings, NE 68901 
6. PuRPOSE OF DISCLOSURE. The reason | am authorizing release is: 
O My request Other (describe): 
7. EXPIRATION. This Authorization expires (periods longer than 180 days may not be accepted): 
Date: August 14, 2019 OR Event: 
8. EXPLANATION OF RIGHTS. | understand that: 
> [can revoke this Authorization at any time by giving my written revocation to the Disclosing Provider/Plan. 
My revocation is not effective as to disclosures already made and actions already taken in reliance upon this 
Authorization. 
> The disclosing provider/plan may NOT condition treatment, enrollment in the health plan or eligibility for 
benefits on whether | sign this Authorization. 
> Iam authorizing disclosure of information protected under federal law. This information, once disclosed, may be 
subject to re-disclosure by the recipient and no longer be protected by state or federal law. 
March 14, 2019 
Signature of Patient/Insured or Personal Representative Date 
Representative’s Relationship to Patient/Insured (if applicable) Representative’s Printed Name 


Use of this form does not assure acceptance by provider or health plan. This form is not to be interpreted as the 
standard HIPAA authorization for Nebraska. (See “Explanation and Instructions” on reverse side) 


This model HIPAA authorization form is provided courtesy of the Nebraska Strategic National Implementation Process — a HIPAA 
implementation work group. More information is available at www.nesnip.org. All Rights Reserved 


HIPAA AUTHORIZATION FOR USE AND DISCLOSURE 


BY SIGNING THIS FORM, YOU PERMIT THE HEALTH CARE PROVIDER(S)/HEALTH PLAN(S) IDENTIFIED 
BELOW TO DISCLOSE YOUR CONFIDENTIAL PERSONAL HEALTH INFORMATION 


1. PATIENT/INSURED. The patient/insured whose information may be released is: 


NAME amie Shupe a/k/a James Clifford Shupe D.O.B, 8/10/1963 
ADDRESS 9680 SW 63rd Loop, Ocala, FL 34481 


PHONE # ACCOUNT OR POLICY # (if known), 


2. PERSONAL HEALTH INFORMATION. Disclose the following documents or dates of service (be specific) 
All medical bills and records 


OR 

If Provider: If Health Plan: 

O Discharge summary - O Face sheet C My enrollment/application record 
H&P/consultation - L Progress notes O My premium payment/billing record 

O ER record - O Operative report O My claims record (claim #; } 
X-rays and other films -© Lab results O My medical record 


¥| Itemized statement - O Billing records 
Entire medical record 


3. SPECIAL LIMITATIONS. Does this Authorization exclude (check all that apply): 


Cl HIV/AIDS test results (if part of the specified record) 
CJ Other exclusions (be specific) 


4. DISCLOSING PROVIDER/PLAN. The following provider(s)/plan(s) may disclose the personal health information: 


Provider/Plan OHSU Family Medicine 
Address 51377 Old Portland Road, Scappoose, OR 97056 Phone 


5. Recipient. The following persons or organizations are to receive the personal health information: 


Name Robert M. Sullivan/Sullivan Shoemaker P.C., L.L.O. Phone 402-462-0300 
Address 747 N. Burlington Ave., Sulte 305, Hastings, NE 68901 


6. Purpose oF Disclosure. The reason | am authorizing release is: 


CI My request O Other (describe): 


7. EXPIRATION, This Authorization expires (periods longer than 180 days may not be accepted): 


Date: August 14, 2019 OR Event: 


8. EXPLANATION OF RIGHTS. | understand that: 


> lcan revoke this Authorization at any time by giving my written revocation to the Disclosing Provider/Plan. 
My revocation is not effective as to disclosures already made and actions already taken in reliance upon this 
Authorization, 


> The disclosing provider/plan may NOT condition treatment, enrollment in the health plan or eligibility for 
benefits on whether | sign this Authorization. 


> Iam authorizing disclosure of information protected under federal law. This information, once disclosed, may be 
subject to re-disclosure by the recipient and no longer be protected by state or federal law. 


March 14, 2019 
Signature of Patient/Insured or Personal Representative Date 


Represeniative’s Relationship to Patient/Insured (if applicable) Representative’s Printed Name 


Use of this form does not assure acceptance by provider or health plan. This form is not to be interpreted as the 
standard HIPAA authorization for Nebraska. (See “Explanation and Instructions” on reverse side) 


This model HIPAA authorization form is provided courtesy of the Nebraska Strategic National Implementation Process ~ a HIPAA 
implementation work group. More information is available at www.nesnip.org. All Rights Reserved 


HIPAA AUTHORIZATION FOR USE AND DISCLOSURE 


BY SIGNING THIS FORM, YOU PERMIT THE HEALTH CARE PROVIDER(S)/HEALTH PLAN(S) IDENTIFIED 
BELOW TO DISCLOSE YOUR CONFIDENTIAL PERSONAL HEALTH INFORMATION 


1. PATIENT/INSURED. The patient/finsured whose information may be released is: 


Name Jamie Shupe a/k/a James Clifford Shupe D.O.B. 8/10/1963 
ADDRESS 9680 SW 63rd Loop, Ocala, FL 34481 
PHONE # ACCOUNT OR POLIcy # (if known), 


2. PERSONAL HEALTH INFORMATION. Disclose the following documents or dates of service (be specific) 
All medical bills and records 


OR 

if Provider: if Health Plan: 
Discharge summary - O Face sheet O My enrollment/application record 
H&P/consultation - D Progress notes O] My premium payment/billing record 

O ER record - O Operative report O My claims record (claim #: } 
X-rays and other films -1 Lab results O My medical record 


{| Itemized statement - O Billing records 
Entire medical record 


3. SPECIAL Limitations. Does this Authorization exclude (check all that apply): 


HIV/AIDS test results (if part of the specified record) 
Other exclusions (be specific) 


4. DISCLOSING PROVIDER/PLAN. The following provider(s)/plan(s) may disclose the personal health information: 


Provider/Plan Persad Center 
Address 5301 Buller St., Ste 100, Pittsburgh, PA 15201-2658 Phone 


5. RECIPIENT. The following persons or organizations are to receive the personal health information: 


Name Robert M. Sullivan/Sullivan Shoemaker P.C., L.L.O. Phone 402-462-0300 
Address 747 N. Burlington Ave., Suite 306, Hastings, NE 68904 


6. PURPOSE OF DiscLosuRE. The reason | am authorizing release is: 


A My request O Other (describe): 


7. EXPIRATION. This Authorization expires (periods longer than 180 days may not be accepted): 


Date: August 14, 2019 OR Event: 


8. EXPLANATION OF RiGuTs. | understand that: 


> [can revoke this Authorization at any time by giving my written revocation to the Disclosing Provider/Plan. 
My revocation is not effective as to disclosures already made and actions already taken in reliance upon this 
Authorization. 


> The disclosing provider/plan may NOT condition treatment, enrollment in the health plan or eligibility for 
benefits on whether | sign this Authorization. 


> lam authorizing disclosure of information protected under federal law. This information, once disclosed, may be 
subject to re-disclosure by the recipient and no longer be protected by state or federal law. 


March 14, 2019 
Signature of Patient/Insured or Personal Representative Date 


Representative’s Relationship to Patient/Insured (if applicable) Representative’s Printed Name 


Use of this form does not assure acceptance by provider or health plan. This form is not to be interpreted as the 
standard HIPAA authorization for Nebraska. (See “Explanation and instructions” on reverse side) 


This model HIPAA authorization form is provided courtesy of the Nebraska Strategic National Implementation Process ~ a HIPAA. 
implementation work group. More information is available at www.nesnip.org. All Rights Reserved 


HIPAA AUTHORIZATION FOR USE AND DISCLOSURE 


BY SIGNING THIS FORM, YOU PERMIT THE HEALTH CARE PROVIDER(S)/HEALTH PLAN(S) IDENTIFIED 
BELOW TO DISCLOSE YOUR CONFIDENTIAL PERSONAL HEALTH INFORMATION 


41. PATIENT/INSURED. The patient/insured whose information may be released is: 
NAME Jamie Shupe a/k/a James Clifford Shupe D.O.B. 8/10/1963 
ADDRESS 9680 SW 63rd Loop, Ocala, FL. 34481 
PHONE # ACCOUNT OR POoLicy # {if known) 
2. PERSONAL HEALTH INFORMATION. Disclose the following documents or dates of service (be specific) 
All medical bills and records 
OR 
if Provider: ff Health Plan: 
O Discharge summary - O Face sheet My enrollment/application record 
O H&P/consultation - O Progress notes My premium payment/billing record 
O ER record - O Operative report O My claims record (claim #: ) 
O X-rays and other films - Lab results O My medical record 
Itemized statement - C Billing records 
Entire medical record 
3. SPECIAL LIMITATIONS. Does this Authorization exclude (check all that apply): 
O HIV/AIDS test results (if part of the specified record) 
C Other exclusions (be specific) 
4. DISCLOSING PROVIDER/PLAN. The following provider(s)/plan(s) may disclose the personal health information: 
Provider/Plan Ann L. Schelbe, LCSW 
Address 135 Cumberland Rd., Suite 208, Pittsburgh, PA 15237-5447 Phone 
5. RECIPIENT. The following persons or organizations are to receive the personal health information: 
Name Robert M. Sullivan/Sullivan Shoemaker P.C., L.L.O. Phone 402-462-0300 
Address _747 N. Burlington Ave., Suite 305, Hastings, NE 68901 
6. PURPOSE OF DiscLosuRE. The reason | am authorizing release is: 
My request Other (describe): 
7. Expiration. This Authorization expires (periods longer than 180 days may not be accepted): 
Date: August 14, 2019 OR Event: 
EXPLANATION OF RIGHTS. | understand that: 
> [can revoke this Authorization at any time by giving my written revocation to the Disclosing Provider/Plan. 
My revocation is not effective as to disclosures already made and actions already taken in reliance upon this 
Authorization. 
> The disclosing provider/plan may NOT condition treatment, enrollment in the health plan or eligibility for 
benefits on whether | sign this Authorization. 
> [am authorizing disclosure of information protected under federal law. This information, once disclosed, may be 
subject to re-disclosure by the recipient and no longer be protected by state or federal law. 
March 14, 2019 
Signature of Patient/Insured or Personal Representative Date 
Representative’s Relationship to Patient/Insured (if applicable) Representative’s Printed Name 


Use of this form does not assure acceptance by provider or health plan. This form is not to be interpreted as the 
standard HIPAA authorization for Nebraska. (See “Explanation and Instructions” on reverse side) 


This model HIPAA authorization form is provided courtesy of the Nebraska Strategic National Implementation Process — a HIPAA 
implementation work group. More information is available at www.nesnip.org. All Rights Reserved 


HIPAA AUTHORIZATION FOR USE AND DISCLOSURE 


BY SIGNING THIS FORM, YOU PERMIT THE HEALTH CARE PROVIDER(S)/HEALTH PLAN(S) IDENTIFIED 
BELOW TO DISCLOSE YOUR CONFIDENTIAL PERSONAL HEALTH INFORMATION 


1. PATIENT/INSURED. The patient/insured whose information may be released is: 
NAME Jamie Shupe a/k/a James Clifford Shupe D.O.B. 8/10/1963 
ADDRESS 9680 SW 63rd Loop, Ocala, FL 34481 
PHONE # ACCOUNT OR Po icy # (if known), 
2. PERSONAL HEALTH INFORMATION. Disclose the following documents or dates of service (be specific) 
All medical bills and records 
OR 
If Provider: If Health Plan: 
1 Discharge summary - O Face sheet O My enrollment/application record 
O H&P/consultation - O Progress notes O My premium payment/billing record 
O ER record - O Operative report O My claims record (claim #: ) 
4 X-rays and other films -O Lab results O My medical record 
Itemized statement - O Billing records 
Entire medical record 
3. SPECIAL LIMITATIONS. Does this Authorization exclude (check all that apply): 
O HIV/AIDS test results (if part of the specified record) 
C Other exclusions (be specific) 
4. DISCLOSING PROVIDER/PLAN. The following provider(s)/plan(s) may disclose the personal health information: 
Provider/Plan Ann L. Schelbe, LCSW 
Address 700 South Trenton Ave. (Regent Square}, Pittsburgh, PA 15221 Phone 
5. Recipient. The following persons or organizations are to receive the personal health information: 
Name Robert M. Sullivan/Sullivan Shoemaker P.C., L.L.O. Phone 492-482-0300 
Address 747 N. Burlington Ave., Suite 305, Hastings, NE 68901 
6. PURPOSE OF DISCLOSURE. The reason | am authorizing release is: 
O My request Other (describe): 
7. Expiration. This Authorization expires (periods longer than 180 days may not be accepted): 
Date: August 14, 2019 OR Event: 
8. EXPLANATION OF RIGHTS. | understand that: 
> | can revoke this Authorization at any time by giving my written revocation to the Disclosing Provider/Plan. 
My revocation is not effective as to disclosures already made and actions already taken in reliance upon this 
Authorization, 
> The disclosing provider/plan may NOT condition treatment, enrollment in the health plan or eligibility for 
benefits on whether I sign this Authorization. 
> [am authorizing disclosure of information protected under federal law. This information, once disclosed, may be 
subject to re-disclosure by the recipient and no longer be protected by state or federal law. 
March 14, 2019 
Signature of Patient/Insured or Personal Representative Date 
Representative's Relationship to Patient/Insured (if applicable) Representative’s Printed Name 


Use of this form does nat assure acceptance by provider or health plan. This form is not to be interpreted as the 
standard HIPAA authorization for Nebraska. (See “Explanation and Instructions” on reverse side) 


This model HIPAA authorization form is provided courtesy of the Nebraska Strategic National Implementation Process — a HIPAA. 
implementation work group. More information is available at www.nesnip.org. All Rights Reserved 


HIPAA AUTHORIZATION FOR USE AND DISCLOSURE 


BY SIGNING THIS FORM, YOU PERMIT THE HEALTH CARE PROVIDER(S)/HEALTH PLAN(S) IDENTIFIED 
BELOW TO DISCLOSE YOUR CONFIDENTIAL PERSONAL HEALTH INFORMATION 


14. Patient/INsuRED. The patient/insured whose information may be released is: 


NAME Jamie Shupe a/k/a James Clifford Shupe D.O.B. 8/10/1963 
ADDRESS £880 SW 63rd Loop, Ocala, FL 34481 
PHONE # ACCOUNT OR Po icy # (if known) 


2. PERSONAL HEALTH INFORMATION. Disclose the following documents or dates of service (be specific) 
All medical bills and records 


OR 

if Provider: If Health Plan: 

O Discharge summary - O Face sheet O My enrollment/application record 

O H&P/consultation - O Progress notes O My premium payment/billing record 

O ER record - O Operative report O My claims record (claim # ) 
X-rays and other films -O Lab results O My medical record 

Itemized statement - O Billing records 


Entire medical record 


3. SPECIAL LIMITATIONS. Does this Authorization exclude (check all that apply): 


HIV/AIDS test results (if part of the specified record) 
E Other exclusions (be specific) 


4. DISCLOSING PROVIDER/PLAN. The following provider(s)/plan(s) may disclose the personal health information: 


Provider/Plan Or. Yan Smoza 
Address 12520 Palm Drive, Desert Hot Springs, CA 92240 Phone 


5. RECIPIENT. The following persons or organizations are to receive the personal health information: 


Name Robert M. Sullivan/Sullivan Shoemaker P.C., L.L.O. Phone 402-462-0300 
Address 747 N. Burlington Ave., Suite 305, Hastings, NE 68901 


6. PURPOSE OF DISCLOSURE. The reason | am authorizing release is: 


My request Other (describe): 


7. Expiration. This Authorization expires (periods longer than 180 days may not be accepted): 


Date: August 14, 2019 OR Event: 


8. EXPLANATION OF RIGHTS. | understand that: 


> lcan revoke this Authorization at any time by giving my written revocation to the Disclosing Provider/Plan. 
My revocation is not effective as to disclosures already made and actions already taken in reliance upon this 
Authorization. 


> The disclosing provider/plan may NOT condition treatment, enrollment in the health plan or eligibility for 
benefits on whether | sign this Authorization. 


> Iam authorizing disclosure of information protected under federal law. This information, once disclosed, may be 
subject to re-disclosure by the recipient and no longer be protected by state or federal law. 


March 14, 2019 
Signature of Patient/Insured or Personal Representative Date 


Representative's Relationship to Patient/Insured (if applicable) Representative's Printed Name 


Use of this form does not assure acceptance by provider or health plan. This form is not to be interpreted as the 
standard HIPAA authorization for Nebraska. (See “Explanation and Instructions” on reverse side) 


This model HIPAA authorization form is provided courtesy of the Nebraska Strategic National Implementation Process — a HIPAA 
implementation work group. More information is available at www.nesnip.org. All Rights Reserved 


HIPAA AUTHORIZATION FOR USE AND DISCLOSURE 


BY SIGNING THIS FORM, YOU PERMIT THE HEALTH CARE PROVIDER(S)/HEALTH PLAN(S) IDENTIFIED 
BELOW TO DISCLOSE YOUR CONFIDENTIAL PERSONAL HEALTH INFORMATION 


1. PATIENT/INSURED. The patient/insured whose information may be released is: 
NAME Jamie Shupe a/k/a James Clifford Shupe D.O.B. 8/10/1963 
ADDRESS 9680 SW 63rd Loop, Ocala, FL 34481 
PHONE # ACCOUNT OR PoLICY # (if known). 
2. PERSONAL HEALTH INFORMATION. Disclose the following documents or dates of service (be specific) 
All medical bills and records 
OR 
if Provider: if Health Plan: 
O Discharge summary - O Face sheet O My enrollment/application record 
O H&P/consultation - O Progress notes My premium payment/billing record 
O ER record - O Operative report My claims record (claim #: ) 
X-rays and other films -O Lab results My medical record 
Itemized statement - © Billing records 
Entire medical record 
3. SPECIAL LIMITATIONS. Does this Authorization exclude (check all that apply): 
HIV/AIDS test results (if part of the specified record) 
Other exclusions (be specific) 
4. DISCLOSING PROVIDER/PLAN. The following provider(s)/plan(s) may disclose the personal health information: 
Provider/Plan Dr. Yan Smoza 
Address 471 E. Tahquitz Canyon Way, Suite 219, Palm Springs, CA 92262 Phone 
5. RECIPIENT. The following persons or organizations are to receive the personal health information: 
Name Robert M. Sullivan/Sullivan Shoemaker P.C., L.L.O, Phone 402-462-0300 
Address 747 N. Burlington Ave., Suite 305, Hastings, NE 68901 
6. Purpose oF Disclosure, The reason | am authorizing release is: 
My request O Other (describe): 
7.  ExXpIRATION. This Authorization expires (periods longer than 180 days may not be accepted): 
Date: August 14, 2019 OR Event: 
8. EXPLANATION OF RIGHTS. | understand that: 
> [can revoke this Authorization at any time by giving my written revocation to the Disclosing Provider/Plan. 
My revocation is not effective as to disclosures already made and actions already taken in reliance upon this 
Authorization. 
> The disclosing provider/plan may NOT condition treatment, enrollment in the health plan or eligibility for 
benefits on whether | sign this Authorization. 
> [am authorizing disclosure of information protected under federal law. This information, once disclosed, may be 
subject to re-disclosure by the recipient and no longer be protected by state or federal law. 
March 14, 2019 
Signature of Patient/Insured or Personal Representative Date 
Representative’s Relationship to Patient/insured (if applicable) Representative’s Printed Name 


Use of this form does not assure acceptance by provider or health plan. This form is not to be interpreted as the 
standard HIPAA authorization for Nebraska. (See “Explanation and Instructions” on reverse side) 


This model HIPAA authorization form is provided courtesy of the Nebraska Strategic National Implementation Process — a HIPAA 
implementation work group. More information is available at www.nesnip.org. All Rights Reserved 


